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Discussion
Difficulties arise in the interpretation of the results of conservative treatment for internal haemorrhoids because of the frequent spontaneous remissions in symptoms that may occur in such cases, and also perhaps because of the fact that treatment by any method is often accompanied by simple advice on the avoidance of constipation, which might produce a slight amelioration in the condition. The number of patients so far treated in our trial does not allow of a full evaluation of all the factors, but all those in this series had had episodes of symptoms twice a year or more. A review at six months therefore seems reasonable to evaluate therapy ; and the random selection of patients into treatment groups minimizes errors of interpretation association with multifactorial analysis.
Treatment by injection is generally painless and well tolerated by the patients. None of the complications which can arise from this treatment (Goligher, 1967) were encountered in these patients. On the other hand, treatment by ring ligation may be very uncomfortable, and was the reason for four patients refusing further treatment. Six other patients complained of some discomfort, often lasting for several days, and two patients lost time from work One of these patients developed painful groin glands two days after treatment. This disadvantage of treatment, however, was rewarded by a better objective endresult.
There was no doubt that the major symptom of bleeding was often dramatically relieved by injections of phenol in oil injections of almond oil alone were much less effective in this respect. Indeed, any improvement in the group treated by simple oil injections could well have resulted from spontaneous remission in view of the length of time elapsing before bleeding stopped. Objective assessment of injection therapy after six months, however, was disappointing, and even with the more efficacious phenol-in-oil injections there was only about a 50% improvement. This is in marked contrast to the results after rubber ring ligation, which were satisfactory in the majority of patients with the larger type of haemorrhoids, though not so satisfactory for first-degree piles. These Brit. med. J., 1967, 2. 14-19 It is 50 years since Homans (1917) first described the symptoms of swelling, ulceration, and pain which follow extensive thrombosis in the deep veins of the leg, and the " postphlebitic syndrome" has since been extensively investigated and documented. That venous thrombosis destroys the valves of the affected vein is established (Edwards and Edwards, 1937) ; that such valvular incompetence in the deep veins of the leg impairs the efficiency of the " muscle pump " has been proved by measurements of pressure changes in the veins of the foot or ankle (Pollack et al., 1949; Walker and Longland, 1950) . The pattern of venous damage and recanalization has been demonstrated by phlebography (dos Santos, 1938; Bauer, 1940; Luke, 1941) . The relation of "gravitational" ulcers to incompetent ankle perforating veins is established. The role of venous valvular incompetence in the aetiology of the " postphlebitic syndrome " is clear.
A few early reports (Leriche, 1927 ; Jennings, 1933) suggested that in some cases iliac vein thrombosis might subsequently cause obstruction to the venous return from the limb. In 1950 a series of nine such cases of post-thrombotic occlusion of the iliac vein was described (Wanke and Gumrich, 1950) . Similar iliac vein obstruction has been reported by Eufinger et al. (1961) , Courty et al. (1962) , Langeron and Lamoril (1963) , and Goldstein et al. (1964) .
More recently we have called attention to the fact that severe compression of the left common iliac vein by the right common iliac artery which passes over it may occur in certain cases. It was also shown that this may be the main aetiological factor in both the initiation of the iliofemoral thrombosis and in the failure of the vein to recanalize properly, leaving the patient with a permanent main iliac vein obstruction.
A predominantly left-sided incidence of such obstruction was described, 29 cases were reported, and we suggested the name " iliac compression syndrome " (Cockett and Lea Thomas, 1965) . Since that paper a further 31 patients have been investigated, and a more detailed study of the condition has been made. This report will describe the clinical features of the condition, the investigations used in its diagnosis, and its pathological and anatomical features.
Patients Studied
Fifty-seven patients with post-thrombotic iliac venous obstruction have been investigated. A detailed analysis of their clinical history, signs, and progress has been made, and from this the following facts emerge: the inferior vena cava (and therefore both legs) was involved in 9 patients ; one leg only was affected in the remaining 48 patients, the left leg being affected in 39 and the right in 9. The condition was more common in females (37:20).
Clinical Features
Clinically there is an acute episode of iliofemoral thrombosis, usually in young adult life (mean age 26.5 years), which is followed by a long chronic phase of the disease. Thrombosis was related to pregnancy (white leg of pregnancy) in 16 patients. In 12 it was preceded by a febrile illness, usually pneumonia or pleurisy. It is probable that most of these episodes represented pulmonary embolism. The onset followed an operation in 17 patients, usually appendicectomy or hysterectomy. There was no precipitating cause in seven patients.
The acute thrombophlebitis was accompanied by one pulmonary embolus in 16 patients. Repeated pulmonary emboli are excessively rare during the-chronic stage of the disease.
Repeated episodes of calf thrombosis during the chronic phase occurred in 18 patients.
A family history of deep-vein thrombosis was present in 13 patients.
The onset and natural history of the disease can be summed up under the headings acute and chronic phase, as shown in Table I . (Cockett and Lea Thomas, 1965) . The only changes made in the technique since it was originally published are that we now inject 40 ml. of Conray 420 on each side and fewer films are taken. Conray 420 combines high radio density with low viscosity. In percutaneous iliac phlebography needles are introduced into the common femoral veins in the groins, and, with the patient in the supine position, injections of 40 ml. of Conray 420 are made by hand. In both examinations the films are taken with cut film serial changer, 10 films being taken at the rate of one a second. Filming is started halfway through the injection in pertrochanteric phlebography, and simultaneously in percutaneous iliac phlebography. The details of both methods are to be published (Lea Thomas and Fletcher, 1967) .
Femoral Venous Pressure Measurements have been described in detail (Negus and Cockett, 1967 Femoral Venous Pressure Measurements.-Venous obstruction proximal to the site of measurement results in a pressure gradient between the obstructed and the normal leg. A gradient of more than 2 mm. Hg is significant of obstruction (Negus and Cockett, 1967) . The mean pressure gradient in 15 patients with venous obstruction was 5.8 mm. Hg. The pressure in an obstructed vein rises considerably on exercise. A pressure rise of more than 3 mm. Hg is significant of obstruction (Negus and Cockett, 1967 
General Discussion
There are three possible sequelae to iliac vein thrombosis: (1) complete recanalization, (2) incomplete recanalization with an adequate collateral circulation, and (3) incomplete recanalization with an inadequate collateral circulation.
Complete recanalization is apparently very uncommon. We have demonstrated only three rather doubtful cases by phlebography.
Incomplete recanalization is most commonly the result of perivenous scarring which follows the acute inflammatory reaction of thrombophlebitis. This scar tissue forms a sheath around the vein. This post-thrombotic phlebosclerosis was first recognized by Rokitansky in 1852, and was described by Wanke and Gumrich (1950) . Though in most instances recanalization results in the formation of potentially adequate venous channels, the fibrous sheath tends to prevent distension of the vein and its return to a channel of adequate size.
This perivenous fibrosis is particularly concentrated at points at which there is already some degree of venous narrowing by external compression. One such possible point is the passage of the femoral vein beneath the inguinal ligament (Wright, 1948) . In the present series 18.5% of the post-thrombotic obstructions were localized to this region.
Localized iliac vein stenosis is more often found at the point where the left common iliac vein is crossed by the right common iliac artery. Thrombosis has long been suspected to occur more frequently in the left leg than in the right (Welch, 1887; Aschoff, 1924) . In the present series the left leg was affected in 83.5% of those cases in which one leg only was involved. A localized stricture at the point where the left common iliac vein is crossed by the right common iliac artery was demonstrated by phlebography in 33 (65%) patients. This localized stricture is the most common form of the " iliac compression syndrome " (Cockett and Lea Thomas, 1965) . The sites where this localized iliac compression may occur are shown in Fig. 4 .
The normal left common iliac vein is compressed to some degree where it is crossed by the right common iliac artery. This has been demonstrated by nine Marco-resin corrosion casts (Fig. 5) . In only one of these casts was there no evidence of compression. Such compression may result in the formation of adhesions joining the anterior to the posterior wall of the vein (Fig. 6) .
Such adhesions were found at the mouth of the left common iliac vein in 14 out of 100 unselected post-mortem dissections. Other series have shown an incidence of 21 to 30% (McMurrich 1908; Ehrich and Krumbhaar, 1943; May and Thurner, 1957) . In none of our dissections was there evidence of thrombosis as well, though this was found and reported by others, but the site of the compression strictures suggests that compression and adhesion formation is of aetiological significance in iliac vein thrombosis, and in the subsequent failure of adequate recanalization.
Post-thrombotic iliac vein obstruction is followed by the development of collateral veins. These may occasionally be sufficient to compensate fully for the obstruction, and we have shown four such cases. More often they are insufficient, and The main aetiological factor in these cases is shown to be a compression stenosis of the left common iliac vein by the overriding right common iliac artery.
This not only precipitates the thrombosis in the first place but prevents adequate recanalization at this point, thus accounting for the chronic iliac vein obstruction which develops in these cases.
Other less common varieties of iliac vein compression are described.
Evidence for this view is presented from phlebography of the iliac veins, from measurements of venous pressure in these cases, from anatomical studies, and from operative experience.
The symptom of venous claudication, which is highly typical of this group of cases, is described.
The name " iliac compression syndrome " is suggested, to embrace both the acute and the chronic phase of the disease. One of us (D. N.) was supported by a grant from St. Thomas's Hospital Endowment Fund, and we are grateful for this assistance. for immunofluorescence studies and a phenol-water extract of faeces from germ-free rats as a haemagglutinating antigen (Hammarstrdm et al., 1965 ; McGiven et al., 1967) . Despite intensive study, the role of autoantibodies in the pathogenesis of ulcerative-colitis and their diagnostic significance have remained unclear. In the following serological investigation of ulcerative colitis patients by haemagglutination, immunofluorescence, and tissue culture techniques about one-fifth showed intestinal-specific autoantibodies, but these were not directed exclusively against colon mucosa. The results do not indicate that any circulating gastrointestinal autoantibody is itself a pathogenic agent in ulcerative colitis.
Methods
Sera were obtained from 54 patients with ulcerative colitis. In 42 the colon was removed and the diagnosis confirmed histologically. There were 23 males and 31 females, aged from 10 to 82 years. The duration of colitis symptoms extended from 1 month to 30 years. We have graded the severity of the colitis according to the extent of mucosal ulceration in the colectomy patients and according to the bowel habits in the others.
As controls, sera were examined from 194 
